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PROGRESS OF MEDICAL SCIENCE. 


In order to produce this result when the hip is the affected joint the leg 
must he extended on the thigh, and the whole limb raised till the spine is 
free from lordosis, and then supported in this positiou, the weight being 
made to act in the long axis of the limb. Then, as the weight gradually 
reduces the angle of flexion at the joint, the apparatus must he rearranged • 
by reducing the height to which the limb is raised and by changing the posi¬ 
tion of the pulley so that traction is still maintained in the long axis of the 
limb. 

The manner in which the joint tolerates weight-extension—an agency 
which one would think would, if the capsule were distended, add still fur¬ 
ther to the tense condition of the parts, and so produce pain—seems to indi¬ 
cate that distention cannot, as a matter of fact, be present. Moreover, if 
distention is really present, how is it that in numerous cases, within two or 
three weeks, the position of greatest ease, flexion, abduction, and eversion, 
can be exchanged for a position of full extension, the patient in the mean 
time remaining completely free from pain, notwithstanding that before 
extension was begun pain was considerable ? 

It seems reasonable to ask, seeing how readily extension can be substituted 
for the awkward position, as Mr. Tobin justly calls it, of greatest ease, and 
how well the change is tolerated, whether it is necessary to resort to such a 
proceeding as osteotomy? And, further, if the position of greatest ease is 
assumed merely to accommodate the fluid by which the joint is filled, might 
not the difficulty be surmounted by aseptic aspiration? 

Gangrene from Carbolic Acid.— Czerny {much. mcd. Woch., April 20, 
1897) says that, in spite of the repeated warnings which have been given on 
this subject, there is not a year passes in which he is not able to show to his 
classes cases of gangrene brought about by the use of carbolic acid solutions 
as dressings. 

They are generally produced by the continued use of moist dressings con¬ 
taining the officinal 3 per cent, solution of carbolic acid and applied as an 
antiseptic dressing for minor wounds of the extremities. The anesthetic 
action of the carbolic acid makes the patient unmindful of the insidious 
action of the drug, and he is much surprised to see the fingers whiten and 
finally turn black; a line of demarcation shows itself sharply, and amputa¬ 
tion finally becomes necessary. 

The author illustrates his subject by the report of three cases which were 
sent in from the country to his clinic. The danger of the solution, even a 
1 per cent., is very great if the use is prolonged, and he advises that carbolic 
acid should never he used as a moist dressing. Other antiseptics are fully as 
efficient without this danger. 

Typhoid Perforation Treated by Surgical Operation.— Finney {Johns 
Hopkins Hospital Bulletin, 1897, No. 74) finds the following facts in the study 
of the literature on this subject: In fifty-two cases there were seventeen 
recoveries; but if doubtful cases are eliminated we have thirteen recoveries 
from forty-seven cases, making a percentage of 27.65. In nineteen of the 
fatal cases autopsies were obtained. 
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The author derives from his study the following pointe: The best time for 
operation is apparently as soon as possible after the patient has recovered 
from the shock attending perforation. This is usually in a few hours. 
There is a remarkable uniformity in the condition of the peritoneum and 
viscera; intense congestion, much feculent pus and exudate, with distention 
of the bowel. As the ileum is the usual place of perforation, it should be 
examined first; a suture should be taken over any suspicious-looking patches, 
and the appendix should be removed if it be at all abnormal. If the inflam¬ 
mation does not involve the whole peritoneal surface, irrigation with the 
necessarily mild fluids might tend to spread the infection. In dealing with 
the perforation, to excise the edges takes too long, and healing usually takes 
place without. Should the wall be in such a condition as to make suture 
impossible, it would be better to pull out the loop of intestine and leave it 
until the patient has recovered from his fever. The line of suture must 
be determined by circumstances; the mattress suture is to be preferred. 
Drainage should always be employed. 

Little dependence can be placed on the so-called characteristic symptoms 
of perforation; the marked leucocytosis which follows it is the most certain 
diagnostic sign. The white corpuscles increased from 3000 to 16,400 in the 
case reported by the author. 

As regards incision, the median has obvious advantages in general, but if 
the abdominal muscles are too rigid, it is better made over the part most 
often affected. Autopsies have shown that healing was always well under 
way. Death usually occurred from septic absorption, but the records Bhow 
some other complications, obstruction of the intestines, a second perforation, 
defective drainage, or an abscess. General peritonitis makes a case very 
serious, but with operation the chances are about 1 to 4. 

The author prefers an oblique incision of six inches in the right iliac fossa. 
The ctecum is found and the appendix examined, and then the ileum is drawn 
out and examined, an assistant wiping it with warm sponges out of normal 
salt solution. They are covered with warm gauze, and the peritoneal cavity 
is wiped out. The intestines are then replaced, with the sutured coil next 
the abdominal wound and drainage leading down to it and packed about it. 
The abdominal wound is closed except for drainage. In cases of distention 
the bowels should be moved easily and thoroughly by calomel in broken 
doses, followed by salts, and if necessary a high turpentine and soapsuds 
enema. If stimulation is necessary, use hypodermics of strychnia, enemata 
of hot, black coffee, or transfusions of a quart or more of normal salt solution 
into the cellular tissues under the breast. 

The author reports three cases with one recovery, and concludes that: 

1. Of all the so-called signs of perforating typhoid ulcer most reliance is 
to be placed upon the development during the third or fourth week of an 
attack of typhoid fever of severe, continued abdominal pain, coupled with 
nausea and vomiting, and at the same time a marked increase in the number 
of white blood-corpuscles. 

2. The surgical is the only rational treatment of perforating typhoid 

ulcer. * 

3. There is no contraindication to the operation, surgically speaking, save 
a moribund condition of the patient. 



